*Hikikomori* is defined as a condition of severe and prolonged social withdrawal apparently not explained by other severe psychiatric disorders, lasting for at least 6 months, in which the individual -- usually a young adult -- remains a recluse in his own house.[@B01]-[@B03] Initially described in Japan in the late 1990s as a cultural syndrome, *hikikomori* has been recently recognized as a prevalent pathological phenomenon worldwide, with reports from several countries.[@B04]-[@B06]

We report the case of a 35-year-old man who was referred to outpatient psychiatric treatment during his second *hikikomori* episode, which started soon after he left university. During the preceding 14 months, he reported barely leaving his apartment, having no friends nor romantic relationships, neglecting hygiene and self-care, spending 14 hours/day playing computer games and an additional 3-5 hours/day watching gameplay videos on internet websites. He complained of depressive symptoms of moderate to severe intensity (Hamilton Depression Rating Scale \[HAM-D\] = 26) for the last 3 months, precipitated by a switch in antidepressant from sertraline 200 mg/day to desvenlafaxine 100 mg/day, which was part of a treatment trial aiming to increase his energy levels. During the first 11 months of this second *hikikomori* episode, he did not complain about depression symptoms, using a combination of OROS methylphenidate 54 mg/day (started in 2011 as treatment for hypersomnolence) and sertraline 200 mg/day (started in 2009 for recurrent depressive disorder).

He described a normal neuro-developmental, social, and educational history, having friends, good grades at school, and even a girlfriend. His psychiatric history (as reported by himself and his mother) was negative until age 19, when he developed hypersomnolence and mild depressive symptoms. At that time, he was enrolled in university, and despite both problems, he maintained good social involvement and participated in many activities.

Around age 26, after breaking up a romantic relationship, he entered the most pronounced period of social withdrawal to date, which corresponded to the first episode of *hikikomori*. During that episode, he developed significant social and functional impairment, which included giving up gym, not attending classes, losing contact with friends, spending most of the time at home (mainly in his bedroom) playing computer games for around 15 hours/day, and watching gameplays on internet websites for another 3 to 4 hours/day. This behavior persisted for at least 6 years, during which time he experienced only mild depressive symptoms and occasional sleep problems. After this time, he reported spontaneous improvement of social interactions, which lasted approximately 8 months, when he was actively engaged in routine university activities required for graduation. He took 12 years to complete his undergraduate degree, and has never been gainfully employed. A thorough psychiatric evaluation, which included his mother's report, was not consistent with autism, psychotic symptoms, bipolar disorder, social anxiety disorder, or schizoid personality disorder.

After clinical evaluation, we decided to switch desvenlafaxine to sertraline up to a dose of 200 mg/day. After 4 weeks, he achieved remission of the depressive episode (HAM-D = 6), but remained socially withdrawn. Cognitive-behavioral therapy (CBT) sessions were initiated, focusing on behavioral activation routines and planning of outdoor social activities. Family interventions focused on psychoeducation were delivered to the patient's mother. Moreover, motivational interviewing techniques were constantly applied during most sessions. After 4 months of this weekly multimodal treatment, he presented marked clinical improvement, being more involved in social activities with his family and friends; his gaming behavior diminished substantially, to around 1 hour/day; he started his first-ever (though part-time) job, as a driver (after 17 years without driving); and began looking for jobs in his field of expertise and seeking romantic relationships.

After this considerable clinical improvement, he continued to attend weekly psychotherapy sessions for 2 additional months, with a focus on relapse prevention. Subsequently, upon completion of 6 months of follow-up, he was discharged from outpatient care.

In a telephone follow-up evaluation 4 months after outpatient discharge, he remained in remission from his depressive episode (HAM-D = 5), did not report any sleep problems, and only spent 1 hour/day playing computer games. He reported driving at least twice a week (even though he was no longer working as a driver), being more socially active with his family, and still seeking romantic relationships and jobs in his field.

This is the third case of *hikikomori* described in Brazil, with the first reporting spontaneous recovery after 29 years of social withdrawal,[@B07] and the second presenting partial clinical improvement after 9 months of weekly psychoanalytical psychotherapy.[@B08] Nevertheless, this is the first Brazilian case of recurrent *hikikomori*, and the first in which a multimodal treatment approach was applied.

Recently, a group of researchers proposed updated diagnostic criteria for *hikikomori* and a severity classification based on the weekly frequency with which the patient leaves his room or home.[@B09] According to their definition, the central feature of *hikikomori* is physical isolation in the individual's home, and the condition can be diagnosed when the following three criteria are met: "a) marked social isolation in one's home; b) duration of continuous social isolation of at least 6 months; c) significant functional impairment or distress associated with the social isolation."[@B09] According to these criteria, individuals leaving home 4 or more days/week, are not defined as *hikikomori*; additionally, the presence of other psychiatric disorders no longer excludes this diagnosis.[@B09] The patient described in this report meets all three criteria, and could be further classified as "moderate *hikikomori*" before the treatment of his second episode, according to this new diagnostic proposition.

Potential treatments for *hikikomori* already described in scientific literature consist of family interventions, different psychotherapeutic approaches, social-skills training, group activities, support groups, planning of activities (on a flexible schedule) in order to take the affected individual out of the home, and physical activity, among others; however, the quality of the evidence for treatment strategies is low.[@B01]-[@B03],[@B10]-[@B12] The role of pharmacological treatment -- mainly antidepressants -- in *hikikomori* is still uncertain. Better response rates are achieved in the treatment of comorbidities than in treatment of *hikikomori* itself[@B10]-[@B12]; the reported case herein follows this pattern.

This brief clinical report illustrates once more the occurrence of *hikikomori* in Brazil, and is the first to describe multimodal treatment of a Brazilian patient. Our approach, combining family psychoeducation, different psychotherapeutic approaches, and pharmacotherapy for comorbidities, may be a promising strategy for patients presenting with this syndrome.
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